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19th CardioVascular Summit: TCTAP 2014system is preferable for potential thromboaspiration using a large lumen aspiration
catheter or rotational atherectomy using a large size burr for this LMCA lesion.
Therefore we switched to the right femoral approach using an 8 Fr. system. An 8Fr.
Launcher SL-4.0 guiding catheter with side hole was engaged into the left coronary
artery and a 0.014 Runthrough Extraﬂoppy guide wire was advanced into the distal
LAD. We decided to evaluate the lesion characteristics by optimal coherence to-
mography (OCT) before intervention. OCT revealed an irregular-surfaced, high-
backscattering protrusions in the coronary lumen with the low signal shadow which is
characteristic for red thrombi. Thromboaspiration was performed using an 8 Fr.
Thrombuster-II aspiration catheter and two pieces of large, pink-colored thrombi were
retrieved. OCT following thromboaspiration revealed an ulcerated plaque with thin
ﬁbrous cap and a 180 degree thick calciﬁcation adjacent to this ruptured plaque.
Following wire protection of the left circumﬂex artery (LCX) with a Runthrough
Floppy guidewire, LMCA lesion was pre-dilated with a 3.5/13mm Lacrosse NSE
scoring balloon at a maximum dilatation pressure of 16 ATM. Then a 3.5/18mm
Nobori biolimus eluting stent was deployed with LMCA-LAD crossover fashion at 20
atm. The LMCA was then dilated with a 5.0/8mm Quantum Apex MR at 20 atm for
proximal optimization. A ﬁnal angiogram and OCT showed an excellent stent
expansion without compromising the ostial LCX.JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASCase Summary:
Initially, we started with radial approach using 6 Fr. system. After completion of
diagnostic coronary angiography which showed ﬁlling defect of the distal LMCA
which was thought to represent either intra-coronary thrombus or nodular calciﬁed
lesion, we decided to switch to femoral approach with an 8 Fr. system for potential
thromboaspiration or rotational coronary atherectomy. An OCT revealed that the
lesion consisted of a large amount of thrombi as well as thick calciﬁcation. After
successful thromboaspiration using a 8Fr. aspiration catheter and pre-dilatation using a
scoring balloon, a Nobori BMS was deployed successfully. The case illustrates the
effectiveness of OCT for lesion characterization and the advantage of large size
system for effective thromboaspiration is such LMCA case.
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[Clinical Information]
Patient initials or identiﬁer number:
SN
Relevant clinical history and physical exam:
She admitted to our hospital because of heart failure. Coronary CT examination
showed subtotal occlusion of LMT bifurcation and CTO of proximal LAD. CABG
(LITA-LAD, SVG-OM-PL) was performed. CAG after CABG revealed severe ste-
nosis of LITA at anastomosis and total occlusion of native LAD at proximal side of
anastomosis. But she received medical therapy.
Relevant test results prior to catheterization:
Adenosine stress myocardial scintigraphy showed septal, lateral and apical area.
Relevant catheterization ﬁndings:
Moderate of stenosis of LITA and severe stenosis of native LAD at proximal side of
anastomosis. And subtotal occlusion of LMT bifurcation and CTO of proximal LAD
have no major change.
[Interventional Management]
Procedural step:
XT-A with michro catheter passed through LAD proximal CTO. CTO lesion was
dilated by 2.25mm balloon and LAD was recanalized. But D2 had another CTO.
FielderFC with michro catheter passed through D2, and D2 was dilated by 1.75mm
balloon. Xience Xpedition (2.5*15) was implanted to mid LAD, and jailed D2 had
severe stenosis. I tried to cross GW to D2 but GW advanced to dissection space not
true lumen. I gave up recross GW and changed the plan. 1.0mm balloon couled pass
through out side stent over jailed wire and dilate outside stent space. 1.75mm balloon
coued also pass and dilate. After that, Xience Xpedition (2.25*23) could pass through
outside stent and reached to D2. This stent was deployed to D2 with T-stent position.
Mid LAD stent was dilated again by 2.5mm balloon and GW was recrossed to D2
from inside LAD stent and Kissing balloon inﬂation was performed. D2 stent distal
edge had dissection and additional Resolute Integrity (2.25*8) was implanted to D2.
Finally, Xience Xpedition (3.0*23) was implanted to LMT-proximal LAD and pro-
cedure was ﬁnished.
Case Summary:
We sometimes have impossible case to recross GW to jaied side branch after main
branch stenting because of side branch dissection after pre dilatation. In this technique,
side branch protection wire is used and balloon and stent for side branch was delivered
through outside main branch stent. Therefor T-stenting or Crush stenting can be
performed without wire recross to side branch. We call this technique as "Rescue side
branch stenting".E/Bifurcation and Left Main Stenting S105
